the head could be felt near to the perineum but that there was no sign of the os uteri. On examination I found the child lying with the back anterior and the head high above the pelvic brim. On vaginal examination the pelvis was almost filled by what at first appeared to be another head, a rounded mass in which could be felt plaques of bone arranged over a soft substance. This tumour could be felt through the posterior fornix, whilst the os uteri could just be made out with considerable difficulty high up behind the pubes. The tumour was immovable, but whether this was due to its attachments or to the contraction of the uterus it was impossible to say. The uterus was in a state of almost continuous contraction, and it was obvious that immediate action must be taken if the patient's life was to be saved. The first point to be decided was whether we had to deal with a pelvic tumour outside the uterus or with an impacted twin. The mass was of such an extraordinary nature that the second alternative could by no means be disregarded. A small incision was made in the posterior fornix and a finger introduced through this opening. It at once became obvious that I was outside the uterus and that a large calcareous tumour entirely blocked the pelvic outlet.
AT 10 p.m. on April 20, 1912, I was asked by Dr. Mansel, of Brentwood, to see Mrs. W. She had been in labour for four days in charge of a midwife, and Dr. Mansel had just been called in to see the case. It appeared that the head could be felt near to the perineum but that there was no sign of the os uteri. On examination I found the child lying with the back anterior and the head high above the pelvic brim. On vaginal examination the pelvis was almost filled by what at first appeared to be another head, a rounded mass in which could be felt plaques of bone arranged over a soft substance. This tumour could be felt through the posterior fornix, whilst the os uteri could just be made out with considerable difficulty high up behind the pubes. The tumour was immovable, but whether this was due to its attachments or to the contraction of the uterus it was impossible to say. The uterus was in a state of almost continuous contraction, and it was obvious that immediate action must be taken if the patient's life was to be saved. The first point to be decided was whether we had to deal with a pelvic tumour outside the uterus or with an impacted twin. The mass was of such an extraordinary nature that the second alternative could by no means be disregarded. A small incision was made in the posterior fornix and a finger introduced through this opening. It at once became obvious that I was outside the uterus and that a large calcareous tumour entirely blocked the pelvic outlet.
The patient was at once transferred to Brentwood Cottage Hospital for Coesarean section. This was performed at 1 a.m. The placenta was anterior. A well-developed living child weighing 7j lb. was delivered, the placenta removed, and the uterus closed with stout silk. The upper surface of the tumour was seen as a calcareous mass filli.ng up the pelvis, but the patient's condition was so urgent that further investigation was impossible. She made, however, a good recovery and left the hospital on May 22 in good health. There was still considerable discharge from the vagina and there was extensive ulceration of the posterior vaginal wall in the region of the exploratory incision.
I saw the patient at intervals and had several X-ray photographs taken at the London Hospital by Dr. Scott. The ulceration and discharge persisted, but the tumour became to some degree movable. Vaginal examination gave an extraordinary sensation, the finger appearing to enter a mass of broken glass, the sharp spicules of which readily cut rubber gloves.
On September 22, 1912, I operated at Brentwood Cottage Hospital for removal of the tumour. I was anxious that such an exceptional case should be seen by a gynecological expert, and Dr. Drummond Maxwell very kindly came down to assist me. The abdomen was opened under stovaine spinal ancesthesia. The uterus was adherent to the back of the old incision and had to be detached from the left side of the wound. The uterus was now of normal size and appearance. On drawing it forward the upper surface of a large calcareous tumour was seen filling the pelvis. The tumour was adherent to all the surrounding structures, but was shelled out without difficulty. It proved to be attached to the right ovary by a narrow pedicle. It was considered safer to remove the right ovary With the tumour. The abdomen was closed as usual. The patient made an uninterrupted recovery and left the hospital on October 19. When seen in December both she and her baby were in perfect health.
Macroscopic.-An oblong tumour partially covered by peritoneuin. Tumour measures 18 cm. by 945 cm. by 9,5 cm. On one convexity of the oblong is attached a normal ovary and a portion of tube with mesosalpinx. The peritoneal surface is covered by small calcareous plates. There is a large ragged surface at one pole which measures about 10 by 7 cm. Its surface shows irregular calcareous nodules, and part of it is dirty brown and sloughing. Some of the nodules are apparently separated. The tumour was sectionized by a band-saw and cut with considerable difficulty. The cut surface is homogeneous. It has a ground-work of white cedematous-looking fibrous tissue in which are Calcified ovarian fibroma obstructing labour. embedded innumerable calcareous nodules; these as a rule have a sonmewhat yellow colour. They vary in size, but are mostly about that of a pin's head. Their cut surface has not a bony appearance.
The centre of the tumour shows most fibrous tissue. Weight of specimen, 4 lb. 8 oz.
Microscopic.-The section shows interlacing bundles and masses of thick, tortuous collagen fibres and sparsely scattered spindle cells between the fibres. The cells have an indefinite outline and their nuclei are smnall spindle or oval. Blood-vessels with well-developed walls are fairly numerous. There are some large masses of calcareous material in the fibrous stroma. In parts the fibrous tissue is rarefied and shows some cedema.
Ovarian tumours complicating pregnancy are not very uncommon, occurring once in every 1,500 cases (Munro Kerr). They only rarely obstruct labour in such a way as to demand Caesarean section, and they are responsible for only 28 of the 1,282 cases of that operation collected by Dr. Amand Routh. Of these only one resembled the present case. The operation was performed by Dr. Herbert Spencer in 1903, both mother and child surviving. In that case the condition was diagnosed some time before full term. The tumour was shown before this Section in 1909 and weighed 1 lb. 8 oz. So far as I can discover this is the only case in the literature, and the case I have brought before you is the only case of emergency Caesarean section for this condition which has yet been described.
DISCUSSION.
Dr. HERBERT SPENCER alluded to the sharp spicules on the surface of the tumours; they were also present in the case the speaker had published,' and in another (Coudert's) the replacement of one of these spiny fibroids had caused laceration of the large vessels in the broad ligament. It appeared advisable, therefore, in such cases to perform Caesarean section, which, in the speaker's opinion, was not justifiable in the case of ordinary cysts incarcerated in the pelvis.
Dr. HUBERT ROBERTS had seen a similar case recently in consultation with Dr. MacKay and Dr. Stack in the North of London, where a tumour in Douglas's pouch obstructed delivery. Attempts had been made with forceps to deliver the child, without success. Dr. Roberts sent the case into Queen Charlotte Hospital and delivery by Caesarean section was necessary, as after eventrating the uterus the tumour was found to be intraligamentous. During the enucleation of the tumour the lower uterine segment was so extensively wounded that it was deemed wise to remove the whole uterus, in fact, Dr. Roberts could not see that any other alternative was possible. Both the ' Proceedings, 1909, ii, p. 231. mother and child survived. Dr. Roberts agreed with Dr. Herbert Spencer that if the tumour could have been removed after eventrating the uterus the Csesarean section and subsequent removal of the uterus might not have been necessary.
Suggestions for the Technique and Performance by a New
Method of Wertheim's Abdominal Panhysterectomy.
By CHARLES P. CHILDE, F.R.C.S.
Two dangers are conspicuous in the performance of Wertheim's abdominal panhysterectomy for cancer-shock and sepsis; shock because the operation under the most favourable conditions is a severe and prolonged one; sepsis, because in addition to circumstances conducive to infection being present, a septic stage is introduced of necessity into the operation itself. It will be understood that I am omitting the normal risk of infection which attends the performance of every operation and which can be practically eliminated by a careful operative technique.
The following are the special circumstances favourable to infection in Wertheim's operation:-
(1) Patients suffering from the disease for which the operation is performed are usudlly below the average standard of health, their resistance power against infection is diminished, and they respond therefore readily to it.
(2) In addition to the peritoneal cavity two extensive wounds are exposed to infection during the operation-one in the abdominal wall, the other in the pelvis. The former, moreover, is one whose surfaces have been a good deal pulled upon and contused in the retraction necessary for the performance of the operation, and wound surfaces injured in this manner offer a poor resistance to infection.
(3) The pelvic wound is open to the external surface by way of the vaginal canal.
(4) Retzius's space is freely opened, and this dead space offers a favourable nidus for the accumulation of wound discharges and their subsequent infection.
Furthermore, the patient may be actually infected at the time of operation from a foul ulcerating growth, though in operable cases
